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LEARNING OBJECTIVES & ISSUES FOR THOUGHT.

1.

2.

3.

Slide 1

Describe basic problems in predicting suicide.

List static risk factors for suicide.

List dynamic risk factors for suicide.

Know what psychiatric diagnoses are most associated with suicide.
Compare and contrast suicidal ideation, plan, and intent.

What does credibility have to do with suicide risk assessment?

Suicide
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Terms & Concepts

suicidal ideation
suicide plan

suicide intent
suicide gesture
suicide attempt
parasuicide attempt
suicide precautions
no-harm contract
involuntary commitment
risk-rescue rating
risk-benefit analysis
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suicide risk reduction
suicide prediction

base rate problem
malingering & disavowals
dangerousness
paternalism

respect for autonomy
static risk factors
dynamic risk factors
command hallucinations
lethal means
contingency planning

Introduction

definitions

prediction versus risk reduction

epidemiology
risk factors

associated mental illnesses

intervention
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Definition & Phenomenology

Suicide is a behavior with many causes
Suicide is not a disorder or disease

‘Suicidal tendency’ is not a characteristic
trait or personality type
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Magnitude of the Problem

Occurrence
30,000 per year in US
75 per day or one every 20 minutes
Doesn’t include attempts (ten for each one
completed)
Doesn’t include misclassification
intentional OD versus medication mistake
one car accidents
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Magnitude of the Problem 2

USA: 12/100,000
New Jersey--lowest; Nevada--highest
Golden Gate Bridge: 800 since 1937

Scandinavia/Germany/Japan: 25/100,000
Spain/ltaly/Egypt: <10/100,000
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Prediction Versus Risk Reduction

Risk factors consistent across many good
studies

Suicide cannot be reliably predicted
Suicide risk can be reduced

Task:
identify those who can benefit from care
destigmatize the care
provide the care
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The Base Rate Problem

US base rate =
10-12 completed suicides per 100,000 person-years

100 fold increased risk =
1 suicide per 100 person-years

Actual timing depends on many ‘unpredictables’ —
life events, chance, changes in general health &
psychiatric status

Can’t keep people permanently in the hospital
Involuntary commitment often has adverse effects
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Risk Factors

Static risk factors
demographics
psychiatric diagnosis
prior attempts (100 fold increase risk)
physical illness
trait vulnerabilities (personality disorder)

Dynamic risk factors

clinical
situational
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Static Risk Factors 2

Gender
completers - male:female = 3:1
Attempters - female:male = 4:1
Age
men: peak after 45
women: peak after 55
40/100,000 in men > 65
elderly: 25% of suicides in 10% of population
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Static Risk Factors 3

Race

2/3 in US = white males (16.9/100,000)
Religion

Catholics<Protestants<Jews
Marital Status

divorced>single (never
married)>married>married w/children
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Static Risk Factors 4

Psychiatric Disorders & Suicide — 90-95 percent
of those who complete have at least one:

Depression: 50-70%
Schizophrenia: 10-15%
Alcohol/Drug Dependence: 15-25% of above
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Depressive Disorders

Major depressive disorder (MDD)
15% of patients with MDD complete suicide
males: 400 per 100,000 person-years
females 180 per 100,000 person-years
Psychiatric treatment
less than half at time of suicide
antidepressant therapy (caution TCAS)
ECT for severe depression if present
psychotherapy
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Schizophrenia

30% attempt & 10% complete suicide
4000 completers per year in the US
75% of these are young, single, men
Why?

associated with depression (40%)

command auditory hallucinations
poor social support systems

a
¢ Uniformed Services University

Substance Dependence

Strong association with polysubstance use
15% in persons with alcohol dependence
Between 7,000 and 13,000 per year

Other Substances
cocaine, crack cocaine (crash)
IV substances (intentional v. unintentional ODs)

Personality disorders (antisocial, borderline)

Associated emotional states (anxiety/depression).
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Dynamic Risk Factors

Dynamic risk factors (modifiable)
clinical risk factors
progression (ideas, plan, intent)
associated symptom severity
associated symptom types (anxiety, depression,

hallucinations, delusions, substances, impulsive aggression)

therapeutic alliance

situational risk factors
access
social supports
occupational status
lethal & feasible means
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Dynamic Risk Factors

Occupation
higher SE status = increased risk
fall in status = increased risk
Physicians
females: 41/100,000
psychiatrists > opthalmologists > anesthesiolgists
MDs who commit suicide have mental disorders
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Risk Assessment

Identify persons at risk

Careful History & Physical (MSE)
Past history of attempts

Ideas (ideation), plan, intent
Make an appropriate diagnosis
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Risk Assessment: SAD PERSONS

S.ex (m>f) P.revious attempt(s)

A.ge (old > young) E.mployment status

D.epressive Disorder R.ecent loss
SIGECAPS S.ingle, divorced

O.ther substances
N.o social support
S.ickness
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Clinical Intervention

* Establish rapport and therapeutic alliance
* Remove access to lethal means

* Get people into treatment

* Address dynamic risk factors

* Activate support systems

* Clinical versus public health intervention
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Risk of suicide and related adverse outcomes after exposure to a
suicide prevention programme in the US Air Force: cohort study

Kerry L Knox, David A Litts, G Wayne Talcott, Jill Catalano Feig, Eric D) Caine

Abstract

Objective To evaluate the impact of the US Air Force suicide

prevention programme on risk of suicide and other outcomes
that share underlying risk factors.

Design Cohort study with quasi-experimental design and

of cohorts before {1990-6) and after (1997-2002) the

ition

Participants 5 260 292 US Air Force personnel (around 84%
WeTe fnen).

Intervention A multilayered intervention targeted at reducing
risk factors and enhancing factors considered protective, The

i wtion consisted of removing the stigma of se s help
for a mental health or psychosocial problem, enhancing
understanding of mental health, and changing policies and
norms.

Main outcome measures Bel isk reductions (the
prevented fraction) for suicide and other outcomes
hypothesised to be sensitive to broadly based community
prevention efforts, (family violenc 1 death, homicide).
Additional outcomes not exclusiv
included because of the compr sl ss of the | ne,

associated with suicide were

end of a long road of personal suffering in which multiple indi-
cators of vulnerability pointed to the need for help. They
reasoned that this extended period of distress also offered an
opporunity for preventive intervention. From their perspective,
a responsible suicide prevention programme had to deal with
the entire range of afflictions experienced by individuals,
families, and their communities.

While many duals have risk factors, only a few will ever
attempt suicide. However, many exhibit decreased functioning,
contributing to lost workdays, reduced productivity, At
personal  suffering, and  substantial family distress. The
uniqueness of the continuing programme has been its emphasis
on early prevention, by intervening at the first signs of dysfunc-
tion or distress before the risk of suidide is imminent, while at the
same time enhancing the detection and treatment of those at
increased danger of taking their own lives. Early population
based intervention to prevent suicide has been relatively uncom-
mon. This may be pardy due to the pervasive stigma in many
culmres surrounding psychosocial or mental health problems,
which deters individuals from seeking help*® These effects are
compounded by poor understanding of mental health, defined

1

a sustained decl
ontcomes, A 33% relative risk reduction was observed for
suicide after the intervention; reductions for other outcomes

temic intervention aimed at changing social
norms about seeking help and incorporating training in suicide
prevention has a considerable impact on promotion of mental
health. The impact on adverse outcomes in addition to suicide
strengthens the conclusion that the programme was
responsible for these reductions in risk.

as' ledge and beliefs about menta rders which aid their
recognition, management or prevention.™ Fundamental to the
approach taken by the Air Force was the understanding that only
through reducing stigma could its community save lives.

During 1995 there were limited prevention efforts in selected
groups of the Air Force and the suicide rate remained unaccept-
ably high. In 1996, the Air Force implemented a population based

pre

« BMJ 2003 13 Dec; 327:1376
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Program Components

Table 1 US Air Forcs (USAF) sulcids prevention programme and assoclated policies (Alr Force Instructions (AFls))

Initiatives and mandated policy
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Table 3 Comparison of effects of risk for suicide and related adverse
outcomas in US Air Force population before (1990-6) and after
implementation of programmea (1997-2002)

Relative risk Risk reduction Excess risk
Outcome (95% Cl) {1-relative risk) (relative risk-1)
Suicide 067 (057 to 0.80) 33% —
Homicide 048(03310074) 51% =
Accidental death 082 (0.73 to 0.93) 18% =
Severe family violence 046 (043 to 051) 54% =
Moderate family violence 070 (0.69 to 0.73) 30% —
Wild family violence 118 (11610 1.20) — 16%

a
¢ Uniformed Services University

BMJ 2003 13 Dec; 327:1376

Summary

Suicide...
can’t be predicted

risk can be assessed & reduced

know the risk factors

make the appropriate diagnosis
document rationale & risk-benefit assessment
Intervention — clinical & public health levels
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